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GOALS and 
STANDARDS 


Statement of a committee appointed by the 
United States Public Health Service 


™@ THE ARDEN HOUSE CONFERENCE concluded that it was 
practicable to set as a long-term goal the elimination of 
tuberculosis as a public health problem in the United 
States. Recognizing that this objective was not achievable 
for the nation as a whole within the next ten years, the 
Conference called for the establishment of intermediate 
goals en route to the end goal. The Recommendation of 
the Conference was: “Establishment of intermediate 
goals, en route to the elimination of tuberculosis, together 
with corresponding suggested program priorities and 
performance standards. Such national goals and corre- 
sponding performance standards should be established as 
soon as possible by the joint staffs of the National Tuber- 
culosis Association and United States Public Health 
Service, following whatever consultation with other indi- 
viduals and groups seems indicated. . . .” 

Setting goals, performance standards, and priorities 
for an operation so large and diverse as tuberculosis con- 
trol in the United States is a complicated task. Opinions 
about how to approach it vary widely, and almost every 
factor calls for a compromise between the ideal and the 
practical. The Public Health Service Tuberculosis Pro- 
gram called together a committee of persons from health 
departments, hospitals and tuberculosis associations to 
formulate goals, standards and priorities. What is pre- 
sented herewith is the committee’s report on goals and 
standards. Program priorities will be the subject of a 
later report. 

For the nation as a whole, only one goal is proposed— 
a very low new active case rate by 1970. Individual 
communities of course will participate 
in effecting the decline in the new 
case rate, and, in addition, a goal for 
communities is proposed which per- 
tains to the prevalence of tuberculous 
infection among adolescents. Six 
standards of performance in tubercu- 
losis control activities are suggested; 
they apply to activities in case detec- 
tion and case supervision and are most 
appropriate for the use of local health 
departments, although they may apply 
to State health department activities 
as well. 

The Committee recognized that, to 
attain the goals, and to achieve the 
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e LONG TERM: Elimination of tuberculosis 


e SHORT TERM: Establishment of intermediate goals and performance standards 


proposed performance standards, there must be par- 
ticipation of not only organized health departments and 
tuberculosis associations but of private physicians, legis- 
lators, administrators, educators—in other words, the 
entire community. As an example, tuberculosis cannot be 
eliminated without the correction of such social and legal 
roblems as the limitation of services to individuals 
a of their residence or financial status. 


INTERMEDIATE GOALS 


GOAL: For the nation, a new active case rate, by 
1970, of not more than 10 per 100,000 


population 


In recent years the new active case rate for the Nation 
has been declining an average of 8 per cent per year. 
This goal calls for a decline of 10 per cent per year. 
Because a majority of new cases in the next decade can 
be expected to occur in persons who have already been 
infected and control of the spread of infection can pre- 
vent only a minority of new cases, a sharper decline than 
8 per cent may be difficult to achieve. Nevertheless, the 
Committee felt that the nation should aim for an acceler- 
ated rate of progress. 

The new active case rate for the Nation is of course an 
average of the new active case rates for all communities. 
At the present time (1959), the national rate is 33.0 per 
100,000. Some communities (and two States) have al- 
ready reached a rate of 10 per 100,000 or lower. Many 
communities have rates well over the present national 
average. If the goal suggested is to be reached in the 
nation as a whole, all communities will have to contribute 
to the progress. The community that is already below 
10 cannot relax its efforts; the community with a present 
case rate of, for instance, 60 cannot be expected to reach 
10 by 1970, but it will have to make significant progress. 
The goal suggested for all communities, therefore, is an 
average annual decline of at least 10 per cent in their 
new active case rates for the next ten years. 

Since case rates for individual communities fluctuate 
rather widely from year to year for a number of reasons, 
including varying intensity of case detection activities, 
a single year’s rate is not a practical basis on which to 
judge the trend. If the per cent decline in new case rates 


is computed for each of the five latest years and then 


averaged, the result will be a reasonably stable estimate 
of the progress in the community. 


GOAL: For the community, control of the spread of 
infection to the point where not more than 
one per cent of the 14-year-olds react to tu- 
berculin 


If tuberculosis is to be eradicated, new generations 
must grow up and remain free of tuberculous infection. 
An infection rate of less than 1 per cent among 14-year- 
olds is an indicator of a high degree of success in con- 
trolling the spread of tubercle bacilli. It cannot, however, 
be taken as a sign of a job completed, because tuber- 
culosis may still remain a significant public health prob- 
lem in certain segments of the older population who may 
develop disease due to infection acquired in earlier years. 

A community may be said to have reached this goal 
when the infection rate is below one per cent of the 14- 
year-olds in all neighborhoods or population groups in 
which the incidence of tuberculosis has been high. 

In most communities, such a rate will not be attained 
in all segments of the population for a very long time. 
An estimate of the present rate can usually be made on 
the basis of ongoing tuberculin testing done for other 
purposes. If a community tests its school-enterers, for 
instance, and finds as many as one per cent of them 
reacting at this time, it will be at least ten years before 
a rate of 1 per cent can be reached among 14-year-olds. 
Until the rate can reasonably be expected to be low, 
repeated tuberculin testing of 14-year-olds to measure the 
rate of reaction is a wasteful expenditure of effort. When 
estimates indicate that the rate may not exceed 4 per cent 
among 14-year-olds, tuberculin surveys of that age 
group, repeated about every 3 years, will adequately 
measure progress toward the goal of 1 per cent. 


PROGRAM PERFORMANCE STANDARDS 


Of the many indexes by which tuberculosis control 
programs can be measured, the Committee has selected 
six—three concerning case detection activities, and three 
concerning services to patients with active disease—and 
has set standards of performance on these. The six 
indexes were chosen because they relate to important 
aspects of tuberculosis control which can be measured 
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without too great difficulty. The standards do not cover 
all tuberculosis control activities; there are many on 
which it is not feasible to set standards. For example, the 
extent to which case detection surveys are needed varies 
throughout the nation, and no attempt has been made to 
set standards on this subject. 

The performance standards relate to the adequacy of 
service being given to groups of persons needing service; 
they do not relate to the management of individual cases. 

A standard of 100 per cent performance would, of 
course, be desirable in each instance. Because it seems 
wise to recognize that perfection may be rarely attainable, 
the standards have been set at a figure lower than 100 
per cent, which can reasonably be met. Most of the 
standards include a time factor, because part of the 
effectiveness of tuberculosis control is in the promptness 
with which procedures are carried out. The time factor 
had an important bearing on the percentage figure chosen 
for standards 1, 2, 4, 6. The time periods indicated are 
for purposes of evaluation, and not cut-off points for 
operations not completed within the stated period. It 
is suggested that health departments evaluate their per- 
formance once a year. 


Case Detection 


1. All persons with an X-ray reading of tuberculosis or 
suspected tuberculosis, who are not known to be under 
current supervision, should be referred for diagnosis, 
and a definite diagnosis should be made and reported. 
STANDARD: The Health Department should obtain a 
satisfactory report on at least 75 per cent of the 
referred tuberculosis suspects within six months after 
the end of the initial screening operations. 

A satisfactory report is either a report of a diagnosis 
of active tuberculosis, inactive tuberculosis, other chest 
disease, or no disease; or a report of death or of the 
person’s moving from the community before diagnosis. 
A report that the person is lost to follow-up is not a 
satisfactory report. When this standard is applied to 
continuous screening programs (hospital admission, 
pis, etc.) which have no end date, each suspect has 

is own six-month period starting at the date of his 
X-ray. Such programs should be evaluated at least 
annually. 


2. In tuberculin testing programs, all newly discovered 


tuberculin reactors need a chest X-ray examination. 


STANDARD: Within two months of the end of a tuber- 
culin survey, at least 90 per cent of the tuberculin 
reactors should receive a chest X-ray examination. 


8. All close contacts to newly discovered active cases 


need to be examined promptly, either by a tuberculin 
test followed by a chest X-ray for reactors or by an 
X-ray initially. 

STANDARD: Such examinations should be accomplished 
for 90 per cent of the close contacts of the new active 
cases reported during a calendar year, by January $1 
of the following year. 

If this standard can be met at the end of the year, 


it is fairly likely that the examinations have been 
accomplished promptly throughout the year. A con- 
tact should be considered to have been examined if 
he has been X-rayed or if he has had a tuberculin test 
that was read as negative; if he has had a positive 
tuberculin reaction and has not yet had an X-ray, the 
examination is not complete. 


Services to Patients with Active Tuberculosis 


4. The conversion of patients’ bacteriological status from 
positive to negative as soon as possible after diagnosis 
is of primary importance in tuberculosis control. 
STANDARD: At least 75 per cent of the newly reported 
active cases with positive bacteriological findings 
should have converted to a negative bacteriological 
status within six months from the date of the new case 
report. 

This standard applies not only to patients initially 
reported to have positive bacteriological findings but 
also to those whose subsequent reports indicate that 
they were positive at the time of the initial case report. 
It applies to all new cases with positive bacteriological 
findings, whether they are hospitalized or at home. 

Conversion to negative bacteriological status is 
defined in Diagnostic Standards and Classification of 
Tuberculosis, published by the National Tuberculosis 
Association. 


5. All patients with active tuberculosis need to be under 
treatment. 
STANDARD: At any given time, at least 90 per cent of all 
the known active cases should be in the hospital or 
under drug treatment elsewhere. 

An unhospitalized patient can be considered to be 
under drug treatment if there is a record in the health 
department, not more than three months old, that 
drugs are prescribed, and there is no record that he is 
refusing treatment. 

6. All patients who have active disease need periodic 
bacteriological examinations. 
STANDARD: At any given time, at least 80 per cent of 
all cases at home with active disease at last report 
should have had a bacteriological examination within 
the preceding six months. « 


Members of the Committee: 


DR. DURWARD BLAKEY, Jackson, Mi. 

DR. RALPH E. DworRK, Columbus, Ohio 

DR. STANFORD F. FARNSWORTH, Phoenix, Arizona 

MRS. DALRIE LICHTENSTIGER, San Francisco, California 
DR. ARTHUR B. ROBINS, New York, New York 

DR. WILLIAM H. WEIDMAN, Boston, Massachusetts 

DR. ROBERT L. YEAGER, Pomona, New York 

MISS CLARISSA BOYD, NTA 

MR. JAMES G. STONE, NTA 

DR. EDWARD T. BLOMQuIST, U.S. Public Health Service 
MR. LAWRENCE w. SHAW, U.S. Public Health Service 
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Arden House Comes to 


KEN 


Dorothy T. Magallon, M.D. 


Director, Tuberculosis Control, Kentucky Health Department 


@ 1 AM NOT THINKING OF DISTANCE ALONE when I say 
that it is a long way from Arden House in New York to 
Hell-for-Sartin Creek in eastern Kentucky, It was not 
without misgivings that those of us responsible for tuber- 
culosis control at the state level launched a campaign to 
gain support for the reorganization of Kentucky's tuber- 
culosis control program, in keeping with the recommen- 
dations of the Arden House Conference. We were well 
aware that much of our tuberculosis problem lies along 
that profane little creek and others like it. 

Let me start at the beginning and tell you how we 
have come to feel about Arden House in Kentucky and 
what we are doing about it. As news of the conference 
broke last November, plans were just getting under way 
for the Kentucky Tuberculosis Association’s 1960 Annual 
Meeting. Tom Summers, the executive director of the 
KTA and I met, as has become our custom each year, to 
make plans for the program. There was complete agree- 
ment that, for better or for worse, the theme of the meet- 
ing should be the Arden House Conference. 

It seemed more important than ever this year that our 
respective agencies be well represented, particularly from 
the local level. I felt so strongly about this that the Divi- 
sion of Tuberculosis Control underwrote expenses for 
local health department staff participation at the meeting. 

To say that during this three-day meeting all of us 
bought the conference recommendations lock, stock, bar- 
rel and powder-horn would be less than the truth, but 
we made a good beginning. Out of this meeting came 
the recommendation that a “Little Arden House Confer- 
ence” be held in Kentucky, and preliminary plans got 
under way. In addition, the 1960-61 State Plan, which is 
submitted to the United States Public Health Service 
annually and which represents Kentucky's official TB 
control program, was built around the Arden House 
recommendations. 


Case Registry Evaluated, 1,000 Cases Dropped 


Almost a year B.C. (before conference) the need to 
bring the central tuberculosis case registry up to date 
was noted. One of the main problems seemed to be lack 
of medical consultation for the county health department 
hurses, resulting in great delays in recording changes in 


Kentucky has come to believe in the Arden House concept. Nothing illus- 
trates this better than the picture above. Pictured are Tom Summers, 
executive director of the Kentucky Tuberculosis Association and president- 
elect of the Kentucky Public Health Assn.; Dr. E. R. Gernert, treasurer of 
KTA and consultant to the Division of Tuberculosis Control; and Dr. Dorothy 
T. Magallon, director of the Kentucky State Health Department Division of 
Tuberculosis Control and a KTA board member. 


diagnostic status. This, we felt, caused our known active 
case count to be falsely high at any given time. In order 
to evaluate these records critically, in late 1959 a nurse 
from each county removed that county's tuberculosis rec- 
ords for consultation with the director of the district TB 
hospital. Approximately 1,000 cases which did not belong 
there were removed from the active central tuberculosis 
registry. Moreover, 846 additional cases that could not be 
evaluated because of insufficient follow-up data were sin- 
gled out for further study. The survey, completed just as 
the news of Arden House was released, provided baseline 
data to help in analyzing Kentucky’s TB problem. 


TB Control Areas Created—Target Area Chosen 
To draw a statistical picture detailed enough for the 
local level yet practical enough for state program plan- 
ning, Kentucky's 120 counties have been grouped into 
tuberculosis control areas. These areas were formerly 
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KENTUCKY’S TUBERCULOSIS 
CONTROL AREAS 
TARGET: DISTRICT 4 


state tuberculosis hospital districts. Preliminary demo- 
graphic studies based on data by county and area show 
that for Kentucky, as for the nation, tuberculosis is re- 
treating into geographic strongholds. These strongholds 
are in areas 4, 5, and 6 in eastern and south central 
Kentucky. (See map above. ) 

District Four in the northeastern part of the state was 
singled out as our priority area. This choice, made from 
accepted tuberculosis control indices, was bolstered by 
the knowledge that in this area socio-economic conditions 
are bad, and educational opportunities are among the 
poorest in the state. In addition, private and public health 
physician coverage, as well as health department facili- 
ties, are relatively sparse. 

Having chosen this primary target area, our first move 
was to provide for adequate outpatient facilities. This 
was done by providing clinic facilities for outlying areas: 
1) permanent quarterly clinics in two of the large counties 
the greatest distance from the district hospital in Ashland 
and 2) a mobile clinic for the fourteen counties of District 
Four. These new services were designed to close the ge 
in physician coverage and public health facilities by offer- 
ing all diagnostic and follow-up services. 

During this past summer, the Division of Tuberculosis 
Control, the state tuberculosis hospitals, and the Ken- 
tucky Tuberculosis Association engaged in a vigorous 
educational campaign to acquaint the local health de- 
partments, private physicians, and the people of District 
Four with the Arden House concept of concentrating re- 
sources. The program was launched by a meeting of the 
public health nurses from the counties in area four, with 
representatives of the three state agencies involved. Fol- 
lowing an agenda designed to inform the nurses of the 
details of the District Four Plan, individual conferences 
were held to help nurses plan their own county programs. 
In addition, representatives of the three agencies men- 
tioned above have literally “ridden the circuit” to contact 
oa many medical societies, individual physicians, 
ocal health departments, and local tuberculosis associa- 
tions. 


Then What? 

The plan at present is to apply appropriate elements of 
the District Four Plan, first to areas five and six, and then 
to less critical areas of the state. In the meantime, a high 
level of general program support is being carried on 
throughout the state. Outpatient clinics have been estab- 
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lished in two other districts, and plans are in the making 
for several more. I can safely predict that by the end of 
the year there will be at least one outpatient clinic in 
each tuberculosis control area. 


Chemotherapy Recommendation 
Slowly Gains Acceptance 


The major Arden House recommendation, the use of 
chemotherapy as a public health measure, has not been 
unanimously accepted. Nevertheless, it has gained more 
and more support. I now feel I can predict that by the 
year’s end, the aforementioned clinics will no longer be 
just diagnostic and follow-up clinics but treatment clinies 
as well. In fact, the outpatient clinic in Louisville 
Jefferson County is already so functioning. 

An analysis of our figures points up the urgent need 
to apply some method of boosting chemotherapy cover 
age in our state. With 97 per cent of the counties re 
porting, the state average for chemotherapy coverage is 
64 per cent. Forty-three counties have 75 per cent o 
better coverage, but only 12 counties have 90 per cent or 
more of their known active cases on drugs. Twenty-three 
counties have less than 50 per cent on any type of chemo- 
therapy. I believe that one reason for this poor showin 
is the fact that the only free drug program is administ 
by the Hospital Commission, whose policy it is to give 
drugs only to patients discharged from a hospital upon 
medical advice. The health department and tuberculosis 
association are working to correct this inequity in a way 
that will strengthen, not disrupt, the hospital phase of 
the total program. If policy discrepancies cannot be ree 
onciled, however, the State Health Department may have 
to close the gap in chemotherapy coverage with a free 
drug program. 


Case Detection Programs Re-Evaluated 

Recognizing that to be treated, cases must first be 
found, Kentucky has set about re-evaluating cast 
detection programs. We have been aware that contact 
investigation was weak. In the past, the tuberculosis 
problem in our state has been so overwhelmingly great 
that everyone has become oriented to the philosophy, 
“Just X-ray enough people (any people) and you will find 
lots of tuberculosis.” This, of course, is no longer trué, 
even in high-incidence areas like Kentucky. 

The mobile unit is still important in our state, largely 
because there are remote areas where other X-ray facil 
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ties are not available. However, scheduling for the unit 
must be increasingly selective, and the mass X-ray pro- 
gram must be better supported by follow-up and defini- 
tive diagnosis. 

In addition, we are selecting our populations to be 
X-rayed both geographically and demographically. For 
example, surplus commodities are given out in the vari- 
ous counties, and we have started to tie in our X-ray 
programs in these counties with the surplus commodity 
days—a simple way of reaching a TB-prone population. 
Another case-finding endeavor is a central suspect file 
which will list not only — but also provisional nega- 
tives who have positive tuberculin tests. The local health 
departments will be queried periodically about these 

le. 
P We are placing increased emphasis on tuberculin skin- 
testing programs, both as a screening device and as a 
means of seeking our base-line tuberculin-sensitivity 
levels. Many high schools are doing skin-test programs 
this year. 


Medical Association Support 


In Kentucky we consider the support and participation 
of the private physicians extremely important. In fact, 
some of the Arden House recommendations can be 
implemented successfully only by medical societies. With 
this in mind, I met with the Associate Committee on 
Tuberculosis of the Kentucky State Medical Association. 
The committee was asked for its support in improving 
reporting practices—particularly in investigating cases 
initially reported from death certificates, and also in 
trying to influence private laboratories to report positive 
sputums. 

It was also suggested that private hospital record 
librarians report to the health department each case of 
tuberculosis upon discharge. Medical society support 
was asked for the District Four Plan. The committee was 
requested to enlist the cooperation of private physicians 
in doing the tuberculin tests necessary to select persons 
with non-diagnostic abnormal X-ray findings for the 
projected suspect file. The last request made of the 
committee was that a questionnaire be sent by the Ken- 
tucky Medical Association to all private physicians to get 
their feeling about free drug programs and compulsory 
isolation. It was felt that the impact of this questionnaire 
would be greater if it came from the medical society. 

In essence, the committee approved all of these sug- 
gestions. It further recommended that all patients ad- 
mitted to private hospitals be screened for tuberculosis 
and that all hospital radiologists send reports on suspi- 
cious cases to the referring physicians and to the local 
health departments, for follow-up and examination of 
contacts. These recommendations will be submitted for 
the approval of the Kentucky State Medical Association. 


Secial Service 

Another recommendation of the Arden House Con- 
ference had to do with social service. In addition to the 
social workers in each of the six district hospitals, we 


now have three field social workers, and they are doing 
an excellent job supporting the work of the new clinic 
facilities and bringing contacts to be examined. Jefferson 
County, containing Louisville, our largest population 
center, has in its local health department a full-time social 
worker for tuberculosis cases, as well as a full-time tuber- 
culosis control officer. In general, its program is being 
developed along the same lines as the state program. 


Kentucky’s “Little Arden House” 


We are looking forward to our “Little Arden House” 
conference, to be held this spring. One meeting of the 
steering committee has been held and another is sched- 
uled. Subcommittees are already at work. In anticipation 
of the conference, the Division of Tuberculosis Control 
and the Division of Statistical Services of the State Health 
Department are preparing a chart series for Kentucky 
analogous to the nation-wide series by the U.S. Public 
Health Service. The Division of Tuberculosis Control is 
also conducting two surveys to obtain data not readily 
available from the registry. 

One of the main purposes of the conference is to 
establish official intermediate goals, although some goals 
have become apparent and we are already working 
toward them. It is the thinking at present that our pro- 
gram standards should be those recommended by the 
Committee for the Establishment of Goals, Standards, 
and Priorities in Tuberculosis Control, although the 
extent of our problem may force us to operate on a little 
slower timetable. 

In Kentucky we have come to believe in the Arden 
House concept and feel that we have made considerable 
progress. If I were asked to give you the most important 
reason for this progress, I would simply show you the 
photograph accompanying this article. Tom Summers, 
executive director of KTA and president-elect of the 
Kentucky Public Health Association is on the left in the 
picture. In the center is Dr. E. R. Gernert, treasurer of 
the executive board of KTA, member of the NTA Board 
of Directors, and consultant to the Kentucky State Health 
Department's Division of Tuberculosis Control. On the 
right is the author, director of the Division of Tubercu- 
losis Control of the Kentucky State Health Department 
and KTA Board member. There are many other people 
important to our state’s tuberculosis program who have 
multiple responsibilities in various organizations. In 
Kentucky, when we speak of “our program,” who knows 
what agency we are talking about—and come to think 
of it, who cares? « 


Dorothy T. Magallon, M.D., is acting director of 
the Division of Tuberculosis Control, Kentucky 
Department of Health. She is a graduate of the 
Washington University School of Medicine, St. 
Louis, Mo. (1946). Some time after completing her 
residency, she became interested in public health. 
Prior to her present position, she was communi- 
cable disease control officer for the Louisville- 


Jefferson County Health Department, Kentucky. 
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Some members of the Alameda County Program Committee discuss the “Outline of Essential Elements.” 


Dalrie Lichtenstiger and Howard J. Weddle 
California Tuberculosis and Health Association 


@ A MEMO ADDRESSED TO CALIFORNIA'S DIRECTOR OF PUBLIC 
HEALTH set the wheels in motion for a series of confer- 
ences between his administrative staff and that of the 
California Tuberculosis and Health Association, begin- 
ning November 23, 1959. Redefining our respective duties 
and responsibilities in today’s TB control—state and local 
—was the avowed purpose. Questions being raised by 
local associations and health departments pointed to the 
timeliness of such a review. Study of pending Arden 
House recommendations on future TB control efforts as 


they might apply in California was secondary. 


Early County Action 

The impetuous nature of program development dis- 
cussions in certain corners had prompted the board and 
staff leadership of one local association, Alameda County, 
to raise the following questions in the fall of 1958: “What 
are the essential elements of a TB control program for 
our county, based on today’s TB problem?” and “What 
should our 1960 TB control program be?” Immediately, 
three officers of the association and two of the staff leaders 
attempted the provocative assignment of outlining specific 
essential elements. Once this “prexy” group reached 
agreement on content, the outline was discussed in indi- 
vidual conferences with each of the health officers in the 
county, with state association leadership, and other se- 
lected local administrators directly involved in TB 
control. From these multiple discussions emerged a com- 
posite “Outline of Essential Elements of a TB Control 
Program for Alameda County.” The developmental proc- 
ess and the finished product were worthwhile. However, 
it was readily agreed that it would be of greater value if 
all concerned with the county's TB control program 
would agree on the essential elements, their present status 
in the county, and the basic responsibility for each. It 
was the opinion of the “prexy” group that such a docu- 
ment would then serve as a basic program guide for all 


concerned. In November, 1959, in worksheet form, the 
“Outline” was presented to the Alameda Association's 
Program Committee, the county's most representative 
TB control group. 


Professional Workers Pioneer Statement of Goals 

Concurrently in 1959, the Program Activities Commit- 
tee of the California Conference of Tuberculosis Workers 
was struggling to develop its program of work for 1959- 
60. During this struggle, the committee reviewed reports 
of the CTHA Program Policies and Trends Committee, 
the California State Department of Public Health, and the 
NCTW Program Activities Committee were reviewed. 
Coupled with the typical discussions of a new committee, 
the above review led to the challenging decision that the 
major portion of the Program Activities Committee time 
should be devoted to specific 1970 TB control goals for 
tuberculosis and health associations in California. In re- 
gard to each goal, it was agreed to list the “transition’ 
activities which would be necessary between 1960 and 
1970 and their relationship to program development in 
respiratory diseases. By November, 1959, the first draft 
of a “Statement of Goals (TB Control)” had been de- 
veloped, with the understanding that each committee 
member would try it on for size and relate it to any in- 
formation forthcoming from the Arden House Confer- 
ence. 


ARDEN HOUSE Spotlights Countdown 


During deliberations of these three groups, the Arden 
House report was released. The specific recommendations 
served to strengthen California’s initial efforts. As a result, 
public health officials and voluntary leaders at all levels 
are undertaking a redefinition of goals. We feel that the 
elimination of TB as a public health problem can be 
stated in understandable terms, and this remains to be 
placed before the public as our new target. 
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California’s state-wide Interagency Council on Tuberculosis discusses 
specifics on Arden House recommendations. 


Ferces Melded through Interagency Council 

California’s Interagency Council on Tuberculosis was 
born on June 23, 1960, at the call of the state director of 
public health and the CTHA executive director—a prod- 
uct of staff discussions, fortified by the Arden House 
report. Representatives from fourteen allied groups met 
to hear the Arden House story. All responded to the call. 
Their charge was: 

To strengthen communications and to bring about a 
unified purpose in support of intermediate goals for the 
elimination of tuberculosis as a public health problem 
in California. 

Presented to the group were specifics emanating from 
staff discussions: tentative rank of Arden House recom- 
mendations as to immediacy; a state plan for upgrading 
laboratory services; review of reporting practices by the 
health department; request for medical association ap- 
proval of investigating deaths from unreported tubercu- 
losis; and promotion of social research by tuberculosis and 
health associations. As a result of this meeting, our 
forces are melding. Consensus supported the Council 
as an on-going group. September 21 marked the second 
council meeting, which was highlighted by a progress 


report from the State Department of Public Health and 
clarification of the major Arden House recommendation. 

Interagency Council members are: State Board of 
Health, CTHA Board of Directors, California Medical 
Association, California Conference of Local Health Offi- 
cers, California Conference of Tuberculosis Workers, 
California Trudeau Society, California League for Nurs- 
ing, Vocational Rehabilitation Service, Veterans Adminis- 
tration, Pacific Area Office-PHS, California Sanatorium 
Association, County Supervisors Association of California, 
State Department of Social Welfare, California Osteo- 
pathic Association. 


Basic Approach Adopted by Alameda Association 
Meanwhile, the Alameda Association Program Com- 
mittee, following six months of debate, adopted a revised 
draft of the “Outline of Essential Elements for TB Con- 
trol—Alameda County” referred to earlier in this article. 
The document specified basics in case detection, 
follow-up supervision of potential cases and contacts of 
known cases, treatment and public health supervision of 
known cases, coordinated welfare and rehabilitation serv- 
ices, community education, local support of medical and 
social research in TB, and on-going cooperative evalu- 


Dalrie Lichtenstiger, left, is executive director of the California Tuberculosis and 
Health Association, having joined the association in 1939. In her more than twenty 
years of association service, she has held the position of executive director of the 
los Angeles association and two other affiliates. Mrs. Lichtenstiger is a NCTW 
past president (1952-53). H. J. “Nick” Weddle, right, is executive director of the 
Alameda County Tuberculosis and Héalth Association. He is president of the Cali- 
fornia Conference of Tuberculosis Workers and a member of the NCTW Program 
and Materials Committee. Prior to joining the tuberculosis field, he was a member 


of the University of Illinois faculty. 
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ation of the TB control program. During development of 
these basics, members of the committee also discussed the 
recommendations of the Arden House Conference. 

Related to each element, the committee recorded: (1) 
present status, (2) responsibility, (3) implied action by 
the association and (4) which association committee is 
to initiate and follow progress in each instance. These 
follow-through efforts have already resulted in specific 
changes in some TB control activities. The Program Com- 
mittee will review the total progress made every six 
months. The outline will serve as a continuing evaluation 
guide as the association, health departments, institutions 
and other community groups strive for refinement of TB 
control. 


Protessional Workers Set Targets 

What about the professional workers? CCTW has 
adopted a “Statement of Goals (TB Control) for Tuber- 
culosis Associations.” It spells out the over-all goal of 
the control of TB as a public health problem in California 
by 1970. Targets in case detection, diagnostic follow-up, 
treatment, rehabilitation, adequate standards of living, 
follow-up of cases, and follow-up of “significantly in- 
fected” are outlined. The “Statement” has been trans- 
mitted to each member of the CTHA Board of Directors 
and to the California Trudeau Society, with the sugges- 
tion that it be utilized in TB countdown discussions. At 
the CCTW Fall Conference in September, 1960, the first 
follow-up activity on the “Statement” took place. In ad- 
vance of the meeting, each member was requested to 
complete a questionnaire designed to relate the specific 
goals to the present situation in his county. At the meet- 
ing, each member had ample opportunity to shoot at each 
of the adopted goals. The material from these discussions 
will be considered by this year’s Program Activities Com- 
mittee as a second phase of the follow-up program. The 
CTHA TB Countdown Committee has received and re- 
viewed the “Statement” and will be discussing each of 
the specific goals in the immediate future. 


Key to Action 

To recap our state and local experience in California, 
any accelerated attack on TB, especially the ARDEN 
HOUSE focus, calls for a countdown beginning with: 


Four: An assessment of current knowledge and atti- 
tudes among all branches of our collective being 
—chest physicians, sanatorium directors, private 
practitioners, official TB control officers, public 
health administrators, board members and tuber- 
culosis workers from the state and local scene. 


Three: A factual appraisal of the TB problem — what 
data, services and personnel are available and 
what legal and financial obligations exist. 


Twe: Reconciliation of existing attitudes with fact — 
committees, meetings, seminars, conferences! 


One: A PLAN-practical targets backed by informed 
opinion to blast off TB! « 


@ “ir wE AcceEPT in its entirety this changed concept 
tuberculosis control, we should modify our use of the tody 
of detection and treatment presently available to a 


This single sentence taken from a ne 987 of a special 
state committee contains the kernel of the Ohio attitul 
toward the Arden House recommendations. This attitude 


is one that welcomes the national report and is enthugey 


astic about the opportunities and challenges it preseni 
Official and voluntary agencies in the Buckeye State a 
determined that this immensely valuable policy declam 
tion shall be translated into action with all possible speat 

To date, this is what we have done: 

Our association's first action was to hear from the ti 
Ohioans who attended the original Arden House Cop 
ference, Dr. Joseph B. Stocklen. Cleveland, and Kenneth 
W. Hamilton, Columbus. In January, they presented th 
staff of the Ohio Tuberculosis and Health Association 
with a preliminary report on the conference and th 
oieand recommendations. The interest of the stale 
staff was immediate, and before the circulation of th 
published report in early March, Ohio was buzzing with 
discussions of the conference highlights. 

On February 1, members of the state association staf 
met with the director and assistant director of the Ohi 


Department of Health to discuss implementation of th § 


Arden House report. As a result of this conference, the 
State Health Department agreed to appoint a special 
advisory committee to study the report and to make 
specific recommendations for Ohio. 

It was jointly planned to include on the committe 
representatives of the Ohio State Medical Association, 
Ohio Trudeau Society, Ohio Tuberculosis and Health 
Association, Ohio Department of Health, tuberculoss 
hospital medical directors, clinicians and tuberculosis 
specialists. 


Publicizing the Arden House Report 

When the report was published, our first task wa 
to assure the widest possible circulation of its basit 
recommendations. The Ohio Tuberculosis and Healtt 
Association and Ohio Department of Health simultane 
ously originated special rews releases localizing the 
national news. The OTHA story was released through 
the 88 county associations, and the Department of Health 
story was filed with the wire services in Columbus. 

Between March 3 and March 17, 40 Ohio newspapes 
carried 315 column inches of Arden House stories. Thett 


If we believeg Ard 
» should chang its 
Volunteer 
losis and 
means of 
forms anc 
Arden Ho 
was cor 
An All. 
The 
mendat 
trol situ 
to deve 
ultimate 
+ On 
of the 
10 


Arden House recommendations 


lang 


mittee 
ciation, 

Health 
Tculosis 


rculosis 


isk was 
ts basic 
Health 
nultane 
ing the 
through 
Health 


1S. 


/spapess 
;. There 


its present Detection and Treatment Programs 


a : & 

Volunteer nurses by the dozens helped the Montgomery County Tubercu- 
losis and Heolth Association intensify its “Search for Infection’ by 
means of Mantoux tuberculin tests. Development of reactor reporting 
forms and reactor registers is now under way as a direct result of the 
Arden House report. 


was considerable editorial comment from the press prais- 
ing the Arden House report. 


An All-Ohio Arden House Policy 
The next step was to study the Arden House recom- 
mendations in the context of the current tuberculosis con- 
trol situation in Ohio. It was obvious that we would have 
to develop specific recommendations for our state and 
ultimately for each county and health jurisdiction. 
On March 30, the Program Development Committee 
of the Ohio association made this recommendation: 
@ We believe the Arden House report is a worth- 
while call to action for all persons and groups 
engaged in the fight against tuberculosis. Most 
sections can be adopted as program goals imme- 
diately, and many are now contained in program 
policies adopted in recent years by the Ohio 
Tuberculosis and Health Association. 


@ The local associations and state associations 
need specific guides and interpretations on the 
medical aspects of drug therapy covered in the 
report under techniques. We ask that these be 
translated into a recommended program by the 
Ohio Trudeau Society, considering that any pro- 
gram so developed will be done in consultation 
with the Ohio Department of Health and local 
and state medical societies. 


John A. Louis and Duncan R. Thorp 
Ohio Tuberculosis and Health Association 


This recommendation was adopted by the OTHA 
Board of Directors at their Annual Meeting May 11, 
1960. By that time, the basic recommendation was well 
on its way to implementation. 

Arden House provided the theme for the state Annual 
Meeting, “NO TB IN OHIO—program or dream?” The 
conference background was presented by Dr. Stocklen 
and the recommendations by Dr. William B. Tucker, 
American Thoracic Society president. A luncheon meet- 
ing featured a three-man panel on the implications of 
the Arden House recommendations. 


An Arden House Advisory Committee 

In early March, the Special Advisory Committee on 
Arden House was appointed by the state director of 
health. It held its first meeting on April 1, 1960. Com- 
mittee members included leading county health officials, 
superintendents of tuberculosis hospitals, a representa- 
tive of the state medical association, and physicians from 
the state health department. Every member of the 
committee was a member of the Ohio Trudeau Society, 
and several were former OTS presidents. Five were 
directors and officers of the OTHA. 


State Health Department Policy Statement 

The work of this committee during the next months 
resulted in the publication and circulation of a Policy 
Statement regarding the Arden House Conference. This 
was dated August 12, 1960. The statement made recom- 
mendations regarding the five areas of tuberculosis detec- 
tion, clinic facilities, hospitalization, laboratory service, 


chemotherapy and prophylaxis. 


» Tuberculosis Detection: The recommended new fea- 
tures are tuberculin reactor registers, extension of the 
follow-up period, renewed emphasis on tuberculin test- 
ing, selected use of mobile X-ray units and provision of 
free tuberculin to all agencies. 


} Clinic Facilities: Clinic facilities should be amplified, 
the committee stated, adding that those areas presently 
without clinics should promptly establish them. Follow- 
up examinations should include a bacteriologic examina- 
tion, chest X-ray, and a progress history on each patient. 
Expansion of health department funds to accomplish this 
objective is recommended. 


» Hospitalization: Every newly-discovered active case, 
said the committee, should be hospitalized until adequate 
control of the disease is obtained. Clinic observation and 
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treatment should be available to patients locally after 
discharge. Local health and medical agencies should be 
promptly notified of irregular hospital discharges, so that 
observation and treatment of recalcitrant patients can be 
continued. Health officers and courts are urged to com- 
mit recalcitrant patients promptly to the state recalcitrant 
facility or other isolation facilities to protect the com- 
munity. No patient discharged against advice should 
be denied drugs for continued treatment. 


> Expanded Laboratory Services: The Advisory Com- 
mittee recommended establishment of uniform labora- 
tory practices throughout the state. Such standards should 
‘apply particularly to the bacteriology of the tubercle 
bacillus. Every sputum and body fluid specimen should 
be examined by both smear and culture. Drug suscep- 


tibility tests on cultures should be done by laboratories 


when requested by the referring physician. 


>» Chemotherapy: The Advisory Committee recom- 
mended chemotherapy for tuberculosis patients in the 
hospital or at home. Those with active tuberculosis, 
whether recalcitrant or not, should have drugs. Children 
under three with a positive tuberculin reaction should 
have prophylactic chemotherapy with isoniazid alone. 
Chemotherapy should be given under a physician’s direc- 
tion to any individual of any age who has a newly- 
discovered lung lesion considered due to active tuber- 
culosis. Chemotherapy should be considered for any 
tuberculin reactor who has a newly-discovered lung lesion 
of probable tuberculous origin, even though inactive. 

Prophylactic chemotherapy should be given to any 
individual of any age who is known to have converted 
his tuberculin skin test reaction from negative to positive 
during the past year. Selected cases who have achieved 
an inactive status without previous drug therapy should 
have prophylactic chemctherapy as determined by the 
attending physician. 
Policy inte Program 

No one knows better than the tuberculosis workers of 
Ohio that the noblest principles, policies, and goals will 
not of themselves eliminate tuberculosis in our state and 
in the nation. Now that uniform, statewide policies have 
been promulgated, the next giant step is to get them off 
the ground. This action is being taken as this article goes 
to press. 

The Ohio Department of Health has circulated its pro- 
gram statement to all health officers and health jurisdic- 
tions. On September 8, at the Annual Conference of 


Ohio Health Commissioners, the report was discussed 
by Dr. Walter Evans of the State Division of Tuberculosis 
and a panel of three health officers. Discussion was pa. 
ticularly pointed to implementing these program goals 
The Ohio Tuberculosis and Health Association devoted 
a half day of discussion of “Ohio and the Arden Houg 
Report” at each of its six fall district conferences Septem. 
ber 22 through 27, 1960. These conference sessions Wer 
chiefly concerned with translating the committee recom. 
mendations for Ohio into county TB association program 
goals, in cooperation with local health departments, 


Even before this, some tuberculosis associations jp 
Ohio took action to begin implementation and a study 
of the Arden House report. The Anti-Tuberculosis League 
of Cleveland and Cuyahoga County held its initial Ardep 
House meeting June 28 for an audience of physicians 
from hospitals, clinics, and Western Reserve University 
School of Medicine. The group agreed to adopt specific 
proposals for changes in traditional TB control practigg, 
to clear all cases through the health department, t 
create a technical advisory committee, and to work with 
the Cleveland Academy of Medicine. 


Earliest action of all was taken by the Tuberculogg 
Society of Columbus and Franklin County. Its Program 
Development Committee met May 9 to discuss recom 
mendations already made by its Medical Advisory Com 
mittee concerning the Arden House report. These recom 
mendations were transmitted to the Columbus Academy 
of Medicine and have been approved. 


Point of No Return 

The impact of the Arden House Report on Ohio has 
been electric. It is not that the report presents revolt 
tionary concepts, but that much of the current ferment 
and confusion is resolved in comprehensive and under 
standable language on which state and local action ca 
be founded. 


Ohio, in the words of the Arden House Committee, has 
determined to “modify” its use of traditional TB contrdl 
tools. The study process inspired by the Arden Houg 
Report has been exhaustive and has produced concrete 
recommendations and program goals. It has renewed 
our program vitality. Best of all, it has made us realize 
that our conventional approaches to TB control must be 
modernized in technique and in philosophy. The 
changes are accepted and welcomed along with the prot 
pect of eliminating tuberculosis as a public health 
problem. 


John A. Louis, left, will soon complete his second decade of service with the Ohio 
Tuberculosis and Health Association—the last fourteen years as executive director. 
He is a past president of the Mississippi Valley Conference, a former NCTW com- 
mitteeman, and currently a member of the NCTW Governing Council. He is a 
graduate of Oberlin College and holds a master’s degree in social administration. 
Duncan Thorp, right, is public relations director of OTHA. He is in his thirteenth 
year as a tuberculosis worker and twentieth as a newspaperman, magazine editor 
and public relations counsel. For six years he was director of publications for the 
Wisconsin Anti-Tuberculosis Association. 
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Plans for IDAH€ 


Terrell O. Carver, M.D., M.P.H. 
Idaho Administrator of Health 


@ AHO FOLLOWED uP the Arden House Conference with arrangements@or their diagnostic worlfups. Since most 
a conference of its own, held May 27-28 at Boise. This cases will bq diagnosed by private physicians, it is 
conference was planned jointly by the Idaho Department essential that fhere be prompt reporting of all cases and 
of Health, the Idaho State Medical Association and the deaths so that §ontacts can be followed. Physicians should 
Idaho Tuberculosis Association for the purpose of taking avail themselvits of laboratories ip addition to local facili- 
a closer look at the TB problem in Idaho and making ties, that are especially equipped staifed for culturing 
specific recommendations for the possible eradication of tubercle bacilli and testing for drug sensitivities of these 
the disease in this state. organisms. The logical laboratory for this work is at the 

It should be noted that as a result of the direct par- State Tuberculosis Hospital, operated by the Idaho De- 
ticipation of the State Medical Association every local partment of Health. 
medical society was represented. This was an invaluable 
contribution, since the proposed program for tuberculosis Tuberculesis Case-finding 
control in Idaho is based on the active participation of Case-finding should be based on the intelligent use 
the physicians in private practice. Practically all phases of both skin-testing and chest X-rays. Since it is estimated 
of case-finding, diagnosis, treatment, and follow-up re- that 75 to 80 per cent of the population of Idaho have 
quire their strong support. negative tuberculin skin tests, it would be poor case- 

The thirty-six invited participants included representa- finding to obtain annual chest X-rays on these persons 
tives of the Idaho State Medical Association, several when its is simpler and less expensive to do periodic 
district medical societies, the national and state tuber- skin-testing. 
culosis associations, Veterans Administration, U.S. Public Skin tests, therefore, are being proposed. for the follow- 
Health Service, State Department of Education, State ing: 

Nurses’ Association, State Hospital Association, Idaho ¢ Pre-school age children, beginning at four 
Public Health Association, several] district health depart- months of age. 

ments, and the Idaho Department of Health, which * School children on an annual basis—either all 
includes the State Tuberculosis Hospital. grades or those of grades one, four, eight, and 

Participants identified the problems to be solved. twelve. 

As problems were revealed and solutions suggested, in- * Miners, nursing home patients, alcoholics, insti- 
creased interest and enthusiasm were generated, and the tutional residents, nurses, physicians, and labo- 
Idaho Department of Health was charged with the ratory workers. 

responsibility of making up a blueprint which would lead * All persons 40 years of age or older; with 
to the elimination of tuberculosis in this state. county physicians to skin-test county indigent 

This blueprint will be presented to the Idaho “Little patients. 

Arden House” participants at a second session later this ° All persons in high incidence areas or groups. 
year. The conferees will discuss the proposals, offer any * Private patients in physicians’ offices at the 
amendments, and then may take action for endorsement time of annual physical or prenatal physical 
and approval. examinations. 

* Workers in selected industries, as a pre-em- 
Tentative TB Control Program ployment procedure. 

The proposed tuberculosis control program which will Chest X-rays are essential in many instances. It is sug- 
be presented to the second conference session combines gested that persons who have positive skin tests should 
the skills of physicians in private practice, professional receive an X-ray annually, and that X-rays without skin 
public health workers and volunteer health agencies. tests are justified in special groups which have a high 
The stated goal is treatment and the ultimate eradication incidence of TB—such as among the state’s Indian popu- 
of tuberculosis in Idaho. lation. It is urged that all hospitals in the state consider 
_ The Idaho program is based on the predication that, a program of routine X-rays on admissions, and that suspi- 
M most instances, the physician's office is the proper cious films be reported to the State Health Department. 
Place for diagnosis of tubercilosis, with the physician Contacts of active cases comprise another important 
calling upon the health department and other agencies phase of the proposed case-finding program, and it is 
to assist in locating contacts and making the necessary suggested that these persons also receive the Mantoux 
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tests. When the skin test is negative, it is proposed to 
’ repeat it at three-month intervals until six months after 
the contact was broken. 

When the skin test is positive, other factors must be 
considered. In the proposed programs, if the person 
is under three years of age and # contact has been broken, 
the case would be considered as primary tuberculosis and 
treated. If the person is over three years of age and it is 
known that conversion from negative to positive has oc- 
curred in the past year, the case would be considered as 
active primary TB and treated. If the person is over three, 
and has no record of a previous skin test, or if results of 
a previous test are nd. vy chest X-rays would be 
suggested at three-month intervals for one year, then 
annually. 

When contact with an active case has not been broken. 
it should be assumed that infection may occur at any 
time. Therefore, if the skin test of the contact is negative, 
it is proposed that the test be repeated at three-month 
intervals until the contact is broken, and then procedures 
would follow those listed above. If the skin test is positive 
and the chest X-ray negative, the X-ray would be re- 
peated at three-month intervals until contact is broken, 
and then the above procedures again would apply. 


Recommendations Regarding Treatment 


It is proposed that the Idaho State Tuberculosis Hos- 
pital be used exclusively for the treatment of tuberculosis 
patients and that all patients be urged to enter this hos- 
pital to start their treatment. Other recommendations 
brought out by the “Little Arden House” group called for 
additional social service workers at the tuberculosis hos- 
pital to assist with problems that often cause patients to 
leave against medical advice, and a full-time rehabilita- 
tion worker to assist in job placement. 

It is suggested that, following hospitalization, the pa- 
tient who is financially able should have the choice of 
returning to a private physician for continuing treatment 
2:0 et and active post-treatment observation, or 
attending an outpatient clinic staffed by the personnel of 
the State Tuberculosis Hospital and public health work- 
ers. It has been further suggested that physicians who are 
not particularly interested in tuberculosis treatment or 
who have not kept up with modern concepts of treatment 
encourage their patients to attend the outpatient clinics 
for tuberculosis management, but to consult their own 
physicians for all other health needs. 


Terrell O. Carver, M.D., M.P.H., is administrator 
of health, idaho Department of Health. Prior to 
becoming his state’s health officer, he served as 
medical director of a district health department 
and as chief of the State Health Department’s 
Preventive Medicine Section. He also served as 
state tuberculosis control officer for Louisiana in 
1946-48 on assignment by the U.S. Public Health 
Service, while on active duty as a PHS medical 
officer. He is a past member of the NTA Board 
of Directors. 


Supervision of Cases 


Idaho's proposed control program would call for main- 
tenance of TB case registers at both the local health unit 
and the State Department of Health level, together with 
a good exchange and use of this information. Physicians 
and local health workers also would be urged to increase 
efforts to keep all active and previously active TB cases 
under regular medical supervision. Non-cooperative per- 
sons with communicable tuberculosis would be subject 
to enforced isolation as provided by law. 

Community services should be used to assist the pa- 
tient in returning to a suitable occupation at the proper 
time, and such a proposal is included in the state plan, 


Continuing Education 


An important phase of the tentative plans would be 
in the area of continuing education, aimed at both medi- 
cal and lay groups, and individuals. It is suggested that 
the Idaho Department of Health and physicians in the 
State Tuberculosis Association and the hoped-for Idaho 
Thoracic Society recommend needed programs on diag- 
nosis and treatment to the medical societies in the state, 

Periodic meetings also are proposed for volunteer TB 
workers and public health personnel to acquaint new 
workers with the program and to keep the regular 
workers up-to-date. 

Coordination of the services of public, private and vol 
unteer agencies, and cooperation of the persons involved 
in tuberculosis control are recognized as imperative to the 
successful implementation of a TB control program. Only 
by such cooperation and coordination can duplication of 
services be avoided and assistance given to one another 
in matters such as financing, public relations and publi 
information. 


Conclusion 


Both the Arden House Conference and the Idaho fol 
low-up conference pointed out the need for taking at 
other look at TB and for rewriting and improving the 
state tuberculosis control programs, especially in regard 
to treatment. Recommendations of both conferences 
were utilized in outlining such a program. 

In addition to this, the Idaho conference has provided 
this state with a planning group which is and will be 
actively engaged in tuberculosis control. Members of this 


group—practicing physicians, public health personnel and | 


volunteer health agency workers—are in the best position 
to help determine the needs in the state and to point up 


any shortcomings in existing control measures. The | 


operation of these groups is needed for the type of contrdl 
program proposed for this state. 


The Idaho conference will convene again this year 10 | 


offer recommendations or suggestions on the pro 
control program drawn up by the Department of Health 
after the first session. 

We sincerely hope that the knowledge and understand 
ing brought about by this and future conferences wil 
make it possible to eradicate tuberculosis in the Gem 
State. « 
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Report from the N 


§ ww arkansas, for the first time, a direct appropriation 
for TB control has been asked of the state legislature. In 
Floyd County, Kentucky, the first TB outpatient clinic 
was held under the auspices of the state health depart- 
ment. In Oregon an ACTION conference (“Accelerate Con- 
trol of TB in Oregon—Now!”) has been held, with par- 
ticipation by the TB associations, medical societies, 
official agencies of all interests (including welfare and 
rehabilitation), and the state legislature. 


Teo Early to Measure Full Impact 


These are three examples of the specific results of 
the Arden House ferment in these United States, in addi- 
tion to the state stories reported elsewhere in this issue. 
Its too early to measure the full impact of Arden House, 
eyen a year later. Most of the activity is still in the stage 
of interpretation and planning. A dozen or more states 
have had or have scheduled “little Arden House confer- 
ences” like that in Oregon: Idaho, Kentucky, Massachu- 
setts, Minnesota, Michigan, Nebraska, New Jersey, Rhode 
Island, South Dakota, Virginia, and Washington. But 
much also can be reported as specific achievements in 
the way of changes in procedures and policies. In Washoe 
County, Nevada, for example, more intensive tuberculin 
testing and chemotherapy are now being applied in the 
baby clinics. 

The excitement over Arden House is not universal, of 
course, nor is acceptance of its spirit uniformly enthusi- 
astic. NTA sent out a questionnaire to check on progress; 
in response, a small number of states had none at all to 
report. Others pictured their development of the Arden 
House fever at various stages—from its focal point in the 
TB association and state health department to its spread 
among medical authorities, other official agencies, other 
professional groups, state legislatures, and the public. 
In one case, the impact of Arden House seems to have 
affected the TB association staff alone, action being 
stymied in its own board of directors. 


Excitement Growing in Most Areas 


But in an overwhelming number of the fifty states, plus 
the District of Columbia, the excitement has reached, or 


A 


is working up to, a high pitch. Some are still talking it 
over. Others have formulated and accepted detailed 
action programs—Kansas, Halifax County in North Caro- 
lina, Ohio, Hawaii, Utah, southeastern Iowa, Pennsyl- 
vania, and those places that have held a “little Arden 
House conference.” These and others can also chalk up 
definite accomplishments, such as new clinics. 

Just as the state of progress toward full implementation 
of the Arden House recommendations varies from state 
to state, so does the form that progress takes. Not always 
is the TB association the fountainhead of action. In 
Arkansas, while the association gave it impetus, it was 
the state medical society that charged the health officer 
with drawing up a plan of action. In Minnesota, the 
Trudeau Society set in motion the forces that generated 
the state’s “Lowell Inn Conference.” In New Hampshire, 
the state health department took the lead in calling a 
state-wide conference of health officers. In that state— 
and, in fact, in about half of all the states—joint commit- 
tees of the TB association and the official agency are in 
the forefront of thinking and planning. 

Some of these committees are just getting started; 
others are so fully developed and active, with represen- 
tation from organized medicine, the nurses, the welfare 
agencies, and other groups, that they constitute a sort 
of continuing “little Arden House conference.” This is 
true in Oklahoma, Maine, and Florida, for instance. In 
some places, the group is an existing committee that has 
taken on a new responsibility, as in New Mexico; in 
other places it is a specially constituted group, as in 
Michigan, Pennsylvania, and elsewhere. 


Angle of Approach Varies 


The angle of approach to implementation of the 
Arden House concept necessarily varies from place to 
place, depending on the local situation and needs. But 
in the summary of replies to the NTA’s questionnaire, 
certain approaches appear again and again, with a logic 
based on practicality. 

In many areas, for example, one of the primary prob- 
lems being tackled is the need for legislative action. 
Texas has given the state legislature’s Budget Board a 
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complete briefing on the implications of Arden House. 
In Minnesota a budget proposal, drawn up with the 
approval of key legislators, includes provision for a new 
TB control officer. In many places, new impetus has been 
added to the drive to abolish the “means test” and other- 
wise to make drugs available—without cost, if necessary 
—to those needing chemotherapy. Action has been 
planned or taken on this point in Kansas, New Jersey, 
Minnesota, St. Louis, Nebraska, Oklahoma, North 
Dakota, and elsewhere. 

Many people in TB control believe that, while “treat- 
ment is the tool,” you must find the cases before you can 
treat them, so case detection is being given active con- 


sideration in many areas. But it is case detection with a — 


new emphasis on follow-up of contacts. It is often closely 
linked with chemotherapy, as well: in Milwaukee a five- 
year demonstration tuberculin-testing program in the 
schools has been ae ea. with treatment of certain 
converters; in Rock Island County, Illinois, the effect of 
immediate chemotherapy on tuberculin reactors in the 
first four grades is being studied. 

In’ addition, X-ray survey programs are being re- 
evaluated and in some cases changed; tuberculin testing 
activities are spreading widely. In several Illinois coun- 
ties, industrial and other adult community programs of 
tuberculin testing are being tried out. In Halifax County, 
North Carolina, such testing is a part of a “D-Day” attack 
on TB, along with expanded outpatient clinics and other 
measures, financed by a special Public Health Service 
grant. In many instances, the energy long devoted to case 
finding is being redirected to case re-finding, to make 
sure that all patients, past as well as present, receive ade- 
quate therapy. New Mexico is setting up a special tracing 
service for “lost patients”; in Chicago and Cook County 
the former patients of clinics and tuberculosis hospitals 
are being called in for re-examination; in Utah and else- 
where all patient records are being reviewed. 

Most important, in keeping with the Arden House 
dictum that treatment be regarded as a public health 
measure, the states and cities are bearing down hard on 
all aspects of the treatment problem. For instance, the 
move to establish and support outpatient clinics has taken 
hold not only in Kentucky and North Carolina but also 
in Texas, Kansas, New Mexico. New emphasis on con- 
tinuity of care and follow-up of patients by public health 
nurses and others is visible in Kansas, North Dakota, 
Minnesota, and other areas as well. 

Many TB workers are promoting the use of drugs, 
not only for treatment of known cases but also for prophy- 
laxis for inactive cases: the Oklahoma state health =— 
ment is recommending to its counties treatment of in- 
active cases that occurred in the ten-year period prior to 
drug therapy; Pennsylvania is experimenting with pre- 
ventive treatment for adult reactors with the help of 
volunteers among state employees in Harrisburg. 

Case .registers, an old device strongly supported by 
the Arden House conferees, are coming to life every- 
where. In Pennsylvania, a regional case-register plan is 
being tried. Local case registers in Delaware are being 


checked for patients who did not have the benefitg® 
drug therapy. In New Jersey, local TB associations @m 
setting up county case registers where there are no heg 
departments. Utah has for the first time broken dé 
the composite state register to identify every TB patiggy 
county by county. 4 


Other Aspects are Being Attacked 


Other aspects of the Arden House recommendatiqg 
are being attacked as well: in Minnesota, deaths figam 
unreported TB will be studied by a special committegy™ 
doctors. Laboratory services are being restudied a 
Pennsylvania; in Michigan, the state health departmg™ 
is expanding its laboratory services to include drug regi 
ance tests, fungus work, and more; in Utah, the si 
health department will try to furnish services, sucka 
drug sensitivity tests, which are unavailable in priya 
laboratories. 

Many other special efforts are being made: a re cio 
TB control plan known as SEITCO (which has hem 
quarters in a TB hospital with a full-time nurse gm 
secretary) in southeastern Iowa; a study of hosp 
treatment in New York City; a study of the adequacy 
rehabilitation services in North Dakota; in many plagam 
educational programs, large and small, for associat” 
staff (in Wisconsin, for instance), for professionals (@™ 
zona has its nurses well briefed), for volunteers (Tj 
nessee has done a good job with its board and its Frig™ 
letter), and for the general public. & 


Despite Some Doubts, a Growing Response 


The going has not been smooth, even where enthusiagg 
is high. Obstacles crop up, prominent among them bem 
lack of help, time, and interest among busy health offig 
and practicing physicians. Some sanatorium diregilm 
question the trend toward clinic and home treattimm 
Health departments, burdened with endless ry 
sist, “We're doing all we can about TB already!” (4m 
serious is the lack of any health departments at ail 
many places.) But despite some doubts and apathy 
growing response to Arden House is undeniably evida™ 
even where specific accomplishments have not yet Baim! 
reported—in Rhode Island, in Georgia (which held Ti 
regional conferences on the subject), 3 
in Wyoming, in Mississippi. Writes 
one executive, “Some of the changes 
in medical thinking on the manage- 
ment of tuberculosis are kind of subtle 
and escape spectacular notice, and 
yet the cumulative effect of the reac- 
tions, attitudes, and changes brought 
about by the Arden House conference 
and the report are substantial.” 

This feeling, added to a host of 
actual accomplishments, puts the 
spirit of Arden House well past the 
first milepost on the road to fulfill- . 


ment. 
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